SUMMARY
INTRODUCTION
Emergencies are a common feature in the practice of ophthalmology all over the world. Injuries to the eye and adnexa constitute a large proportion of ophthalmic emergencies, and are responsible for between 49% and 65% in previous studies. Causes of non-traumatic ophthalmic [1] [2] [3] [4] [5] emergencies vary in different parts of the world. Infections/inflammations are common, while in some regions, contact lens related disorders are important. 3 A prospective study of the pattern of ophthalmic emergencies seen at the University of Benin Teaching Hospital over a 24-month period was conducted with the aim of determining the pattern of common ocular problems that present as emergencies. Preventive strategies especially for those conditions that present frequently can then be planned. It will also assist the management and staff of the unit in planning the best approach for optimal and proper deployment and effective use of the trained staff, as well as building up the capacity of the ophthalmic unit to deal with these emergencies within the limits of available resources.
MATERIALS AND METHODS
A prospective study was conducted to determine the pattern of ocular emergencies seen at the University of Benin Teaching Hospital. At the end of each working day, a record was kept of all the cases that presented as emergencies to the eye clinic. During the weekend and after the routine working hours, when the eye clinic is usually not open to patients, the ophthalmic resident doctor on call documented the cases seen at the Accident & Emergency Department of the hospital. Cases that were booked for routine clinic eye visits were excluded; as well as routine referrals from various parts of the hospital were excluded except for those requiring emergency treatment. Age, gender and diagnosis and the point from which the patient was referred was documented. Ocular examination was performed with a pen torch and ophthalmic loupe. Slit lamp examination and applanation tonometry were done as indicated. The posterior segment was examined with direct ophthalmoscope and indirect ophthalmoscope when indicated. Cases requiring emergency surgery were noted and the type of surgery carried out was documented.
Ocular emergency as used in this study meant an ocular 
RESULTS
A total of 7,092 medical and 4,861 surgical emergency cases were seen in the 24-month period (from January 2002-December 2003), giving a total of 11,953. During this period, 132 ophthalmic emergencies were seen in the eye clinic. This constituted 1.1% of the total emergencies seen in the hospital.
Of the ophthalmic emergencies, 98 were male and 34 were female, giving a male to female ratio of 2.9:1. Most of the patients (over 70%) were aged < 30 years. Table 1 shows the age and sex distribution of the patients that presented with ophthalmic emergencies. Table 2 shows the types of ocular emergencies seen. The commonest condition was corneal or scleral laceration, which occurred in 22% of the patients. This was followed by hyphaema and panophthalmitis, which occurred in equal proportions (14.4% each).
The majority of patients were referred from the Accident and Emergency Unit of the hospital (61.4%). About 20% of the patients were referred from the general practice clinic while 13.6% of the patients reported direct to the eye clinic. Other points of referral are as shown on table 3. *Som e patients that had corneal/scleral repair also had anterior cham ber w ashout as w ell.
DISCUSSION
The peak age for presenting with an ocular emergency in this study was 21-30 years. Over 25% of all patients belonged to this group. This may be because this age group is active and therefore predisposed to circumstances that cause ocular injury. This is similar to the findings of Edwards and Tsai 2 3 in the United Kingdom and Taiwan respectively. The male to female ratio was also similar, with a preponderance of male patients. This is probable due to the fact that males are more exposed to the more risky aspects of farm work such as bush clearing, and are also more likely to engage in dangerous activities than females. Children and adolescents 6 are frequently injured during unsupervised play in school and at home, therefore presenting as ophthalmic emergencies. As seen in table 1, children aged 0-10 years 7 and adolescents aged 11-20 years were also greatly affected, together these groups contributed 43.9% of the total ophthalmic emergencies seen. There is a difference in the aetiology of injuries in studies from developed and developing countries. Studies from developed countries report most cases of injuries that present as emergencies as being minor such as abrasions and corneal/conjunctival foreign bodies, whereas studies from 1,-3 developing countries report more severe injuries such as stick injury and ruptured globe. There is also a variation in 8, 9 the type of infective/ inflammatory causes of ophthalmic emergencies. More developed countries report cases such as acute conjunctivitis, blepharitis and contact lens related disorders, while the infective/ inflammatory causes in 2, 3 developing countries were from corneal ulceration and uveitis. This may be attributed to the fact that primary eye 4, 8 care is functional in many developed nations, while 10 developing nations have a dearth of eye care professionals with poor coverage of the population with primary eye care services, especially in the rural communities. This has made self-medication and late presentation a common practice. 4, 8, 11 The result is that even relatively minor injuries that could have resolved with appropriate therapy are left to deteriorate to more major eye ailments. The severe injuries seen as emergencies in developing countries are frequently occupational (from farming, welding, etc), mostly due to lack of use of protective eye wear. Since the agricultural sector is yet to be mechanized, a lot of our agricultural workers still work with hoes and cutlasses for manual bush clearing often resulting in eye injuries that are sometimes severe. Comparatively, the trauma cases that present as emergencies in developed countries are more frequently from sport injuries and play. The number of people wearing contact lenses in developing countries at the moment is negligible hence contact lens problems are not common. Most of the patients seen as emergency cases were referred from the accident and emergency unit of the hospital. This is likely due to the fact that it is open to patients 24 hours a day and seven days a week whereas the eye clinic is only open to patients during working hours (8am-4pm) which is eight hours a day. The General Practice Clinic (GPC) also referred a fairly large number of emergency cases because that is the usual 'first contact' for all new patients presenting to the University of Benin Teaching Hospital. Only those cases considered severe or requiring specialist attention were referred. As a result of this practice, minor eye ailments such as conjunctivitis and lid abrasions were treated at this level without referral. Those who presented to the eye clinic directly are those who were referred from other hospitals to the UBTH ophthalmology department or have been seen in the eye clinic on a previous occasion and so had the eye clinic registration card from previous visits.
The types of surgeries performed mirrored the types of cases that presented as emergencies. The commonest emergency cases seen were corneal/scleral laceration and surgical repair of corneal/scleral laceration was also the most common surgery performed. This was followed by enucleation/evisceration which was usually done for cases of panophthalmitis and orbital cellulitis which failed to respond to maximum medical treatment. The left eyes were more commonly involved in trauma than the right, but most of the burn patients had bilateral involvement.
The term, 'accident prevention', has been replaced by 'injury control'. The word accident by definition implies an 12 event occurring by chance, without pattern or predictability. Advances have identified the risk factors for 13 injuries. Most injuries occur under fairly predictable 12 circumstances to high-risk children and families and successful programmes for prevention and control have been developed. Reduction of morbidity and mortality from 12 injuries can be accomplished not only through primary prevention (averting the event or injury) but also through secondary and tertiary prevention. Secondary prevention involves appropriate emergency medical services for the injured while tertiary prevention provides specialized rehabilitation, which attempts to return the individual to their prior level of functionality. This broadened scope of prevention is what is described as injury control. 12 Trauma was the commonest cause of emergency care in the eye unit. About a third (33.4%) was from lacerations of the cornea/sclera, eyelids or burns. Blunt trauma resulting in hyphaema or iritis was also fairly common, together (iritis, blunt trauma and hyphaema) accounting for 17.4%. Infective/ inflammatory causes were responsible for 34.1% of cases. These presented in the form of panophthalmitis, corneal ulceration or orbital cellulitis. Many of the cases of corneal ulceration and panophthalmitis seen originated from minor ocular trauma such as corneal abrasions, which, if given immediate and appropriate treatment, would not deteriorate to perforation, panophthalmitis or orbital cellulitis.
The main method of minimizing ophthalmic emergencies and reducing its devastating effects should be twofold. Health education would promote the use of protective eye wear for high risk occupations, eradicate late presentation thereby preventing deterioration of minor ocular problems and minimizing severe complications. This will reduce the loss of man hours due to morbidity, visual loss, blindness and mortality from injuries or complications. The second approach is to adopt the principle of 'injury control' which will not only ensure prevention, but will also put in place appropriate emergency medical services for the injured as well as specialized rehabilitation facilities which should attempt to return the individual to their prior level of functionality.
